To evaluate the psychometric properties of the Arabic language person-centred climate questionnaire-staff version.
| INTRODUCTION
The Institute of Medicine (IOM) recommended in its flagship report 'Crossing the Quality Chasm' that 'all health care organisations, professional groups, and private and public purchasers should adopt as their explicit purpose to continually reduce the burden of illness, injury and disability' (Institute of Medicine, 2001 ). This recommendation requires the achievement of six aims in health care in which care should be safe, effective, patient-centred, timely, efficient and equitable. Additionally, the IOM pointed out the need to redesign health care to meet twenty-first century challenges. This includes ensuring a continuous healing relationship based on the inclusion of patient needs and values, as well as focusing on the patient rather than their diseases. Person-centredness in health care is about contextualising the social world of the person and the environmental aspects of their everyday life. It includes interactions with others and relationships as well as making sense of the inner beliefs of one's own goals, motivations and values (McCormack, 2004) . Person-centredness is described by Edvardsson (2010) as having a life-world perspective that includes exploring and understanding the everyday life, driving force and motivation of the person.
The terms 'patient-centred care' and 'person-centred care' are often used interchangeably in the literature. However, 'personcentred care' is a broad concept with many different components. The Alma-Ata Declaration of 1978 acknowledged the patient as a person (World Health Organization, 1978) . As described by Edvardsson (2015) , person-centred care is different to patient-centred care by acknowledging the person as a whole and not only through their current role as a patient, as the concept of 'patient' means reducing the person to a more passive sick role. Explicitly and reflectively using the concept person-centred means highlighting the relational aspects of health and illness as much as the biological aspects. It also means using narratives and personal understanding to complement 'what'
with 'who' in nursing and health care practice, working towards integrating the relational 'being with' together with the task-based 'doing for' in nursing and health care. Person-centred care requires bringing back the person into care, avoiding the reductionist role of only being a patient and thereby the power imbalances in relation to health care professionals. This reinforces the ethical demand to uphold dignity, autonomy, choice and control, respecting decision making and doing good (Edvardsson, 2015) . Edvardsson, Winblad and Sandman (2008) highlighted that research on patient-centred care is concentrated in the areas of elderly care and dementia care. Essential to personcentred care is the focus on the uniqueness of the person that is experiencing illness or disease rather than focusing on the disease itself (Hobbs, 2009; Leplege et al., 2007) . For this reason, Asch et al. (2006) believe that person-centred care contributes to the improvement of health outcomes and the reduction or elimination of health-related disparities.
Patient involvement is vital in improving health outcomes for patients as argued by Barry and Edgman-Levitan (2012) . Furthermore, there is a relationship between person-centred care and the quality and safety of health care. This is because individuals who form teams within health care organisations can influence the quality of care they provide to patients and hence influence health outcomes (Anderson, 2007) . The IOM report emphasised the need for clinicians to partner with patients and their families to improve patient knowledge, the quality of the decision-making process, and the selfmanagement skills and preventive behaviours of patients (Institute of Medicine, 2001) . Using biographical information and facilitating patient participation were seen as among the processes that operationalise person-centred principles within health care organisations (McCormack & McCance, 2006) . Prioritising the needs of patients rather than the needs of staff should be the focus of person-centred care (Brooker, 2007) through the perspective of the person and creating a positive social environment that promotes wellbeing.
The concept of person-centred care has been criticised as being ill-defined (Nolan, Davies, Brown, Keady, & Nolan, 2004) . This could suggest that care processes should be redesigned around the needs of the patient as a person and that the roles and responsibilities of health care professionals should be modified to enable the creation of a teamwork culture and collaboration across all units. The concept of person-centred care also lacks validated measurements (Edvardsson, Sandman, & Rasmussen, 2008) . Assessing the views of patients and fulfilling their rights may not in itself be enough to achieve personcentred care as argued by Saha, Beach, and Cooper (2008) . Saha et al. (2008) asserted that a collective approach should be implemented that takes into account organisational, cultural and personal factors when delivering care. One of the approaches that can be used to enhance person-centred care by leaders and managers is to understand the hospital experience from the patient's perspective (Greene, Tuzzio, & Cherkin, 2012; Stanton, 2002) .
A Swedish language tool for evaluating the extent to which the climate of health care settings is perceived to be person-centred by staff was developed by Edvardsson, Sandman, and Rasmussen (2009) .
Their tool focused on a general impression of health settings taking into account patients' psychosocial and physical aspects. The tool was administered in Swedish (Edvardsson et al., 2009 ) and a psychometric evaluation of the tool was also conducted for the English version (Edvardsson, Koch, & Nay, 2010) . Both studies concluded that the person-centred climate questionnaire-staff version (PCQ-S) was a valid 
| Questionnaire
The PCQ has been developed to be used by patients, family members and health care professionals. The PCQ-S includes 14 items and has three subscales (safety, everydayness and community). Items 1-5 measure a climate of safety, items 6-10 measure a climate of everydayness and items 11-14 measure a climate of community.
The PCQ-S scale was tested in a sample of Swedish hospital staff (n = 600) and was shown to have satisfactory psychometric properties: it was deemed valid and reliable in exploring the extent to which care is patient-centred in different hospital settings as shown through a Cronbach's alpha values of .89 (Edvardsson et al., 2009) . The items are rated on a six-step Likert scale (ranging from 1 = no, I disagree completely to 6 = yes, I agree completely). The questionnaire is sumscored and scores can range from 14 (a climate not very personcentred) to 84 (a climate very person-centred). The tool has been applied and tested in many countries, including Australia and in Scandinavian countries (Bergland, Kirkevold, & Edvardsson, 2012) .
| Cross-cultural adaptation
As the questionnaire was originally written in Swedish and translated into English, the questionnaire tool that was used for this study has been translated from English into Arabic because the vast majority of the target population are native Arabic speakers. To ensure an accurate translation process, the instrument was forward and back-translated following the technique described by Bracken and Barona (1991) . The forward translation from English into Arabic was done by one bilingual academic from the Department of Health Administration in King Saud
University. An Arabic language specialist was consulted to achieve an exact translation. The Arabic version was translated back into English by another bilingual academic from the same department who was blinded to the original instruments and wording. The English and the Arabic versions were discussed by an expert committee and included two academics from Imperial College London and three health care professionals from King Saud University, all of whom are bilingual and have translation experience, to identify minor discrepancies that may have arisen in the different steps, and these were resolved through consensus discussions and recommendations. Lastly, the Arabic version of the PCQ-S questionnaire was finalised following recommendations from the expert committee.
| Pilot study
Given the PCQ-S had not been used previously or tested in the Saudi context, the questionnaire was piloted among a small group of staff.
The readability, clarity of language, adequacy and appropriateness of questions were assessed. The principal investigator conducted the pilot study in one of the selected hospitals with 26 staff (including nurses, medical doctors, administrators, technicians and social workers). The validity and internal consistency of the survey items were tested. Following the pilot study, the Cronbach's alpha was .86.
| Data collection
Staff data were collected from eight hospitals (four teaching and four non-teaching) in Saudi Arabia. Data were collected between May and July 2016. The distribution of staff surveys was facilitated by the human resources department in each hospital following approval from the Chief Executive Officer (CEO). Using staff lists, participants were selected randomly to take part in the survey. Survey instruments were distributed through the internal mail system accompanied by a letter from the CEO from each hospital requesting help in completing the survey. Staff were instructed to return their completed online questionnaire directly to the researcher. Follow-up was provided in the form of a reminder to staff to complete the questionnaires. However, some selected hospitals did not have an active internal mail system. Therefore, the human resources department at those hospitals distributed and collected the paper surveys from staff and forwarded the questionnaires in sealed envelopes to the CEO's office. The chief researcher collected the completed questionnaires from the CEO's office at the end of the study period.
| Analysis
SPSS version 22 (IBM Corp., Armonk, NY, USA) was used for data analysis, which occurred in two steps. First, demographic data were analysed using descriptive statistical methods. Secondly, item performance and internal consistency reliability on total scale and subscale levels of the PCQ-S Arabic version were carried out to assess the psychometric properties of the tool. Item means, standard deviations, standard errors, variances, skewness, range and percentile distribution were explored to assess item performance. Cronbach's alpha and item-total correlations were explored to assess internal consistency.
| RESULTS

| Sample characteristics
For the psychometric evaluation, 152 staff were included for analysis in this study. Table 1 presents the demographic data for the sample. Over half of the respondents were younger than 35 years of age (57.5%), and the rest were aged between 35 and 65 years (41.5%).
The majority of staff were men (54%). 108 of the respondents were married, 39 single and only three respondents were divorced. More than half of the respondents (55.5%) had bachelor degrees and 25 of the participants held a doctoral degree (16%). The professional group in the sample comprising the most respondents was administrators (33%). Medical doctors represented 20% of the sample. Slightly more than one-third of the respondents had less than 5 years' work experience in their current unit (39%), whereas 44 (29%) participants had work experience of between 5 and 10 years. The majority of staff had a monthly income more than 10,000 Saudi Riyals (60%) (10,000 Saudi Riyals is about 2,500 Euros).
| Item performance
The scores of the PCQ-S Arabic version based on Saudi nationals indicated a normal distribution in the total score and subscale score levels (Table 2) . Even if a slight ceiling effect was present as indicated by the estimates of skewness, this effect was not severe enough to violate the assumption of a normal distribution. The mean total PCQ-S score was 59.83 (SD 20.98) with a skewness of −0.82. As presented in Table 3 , the mean values for individual items of the PCQ-S ranged between 3.81 and 4.59 with the highest mean scores on items in subscale 1 followed by subscale 3.
| Reliability, factor analysis and validity
The internal consistency reliability estimates of the PCQ-S Arabic version were satisfactory as shown in Tables 2-4. A total Cronbach's alpha of .98 was achieved on total scale level whereas on subscale levels (safety, everydayness and community), the Cronbach's alpha values were .96, .97 and .95 respectively (Table 4 ). We also found that each item of the 14 items correlated substantially with the total scale, which indicated that the internal consistency of all items was very high. The PCQ-S Arabic version followed the original factor structure as the Swedish version by Edvardsson et al. (2009) . The original PCQ-S consisted of three factors or subscales: safety, everydayness and community. The first factor, which is labelled as a climate of safety consists of five items and mainly relates to the experiences of being safe in the environment. The second factor is labelled as a climate of everydayness, which consists of five items that describe how the environment should be neat and tidy. The third factor is labelled as a climate of community consisted of three items that mainly relate to the need to establish social contacts in the environment.
| DISCUSSION
This study investigated the psychometric properties of the Arabic version of the PCQ-S among Saudi health care professionals. To the best of our knowledge, this is the first study to provide a psychometric evaluation of the Arabic language PCQ-S. We found that that the scale had a high reliability when evaluated among a Saudi sample in four teaching and four non-teaching hospitals. Measuring and evaluating the patient-centredness of health care could help improve the outcomes for patients in Saudi Arabia as well as enabling nationally and internationally comparable data for further comparative studies and aggregation of knowledge on correlates, predictors and outcomes of person-centredness of health care services. Comparing the mean score of the three samples could suggest the existence of cultural differences between the samples, but the small difference in scores suggests that PCQ-S is not highly influenced by the cultural differences in study settings. In terms of actual scores, the findings highlight that the lowest scores on individual items were found for items relating to the physical environment. These scores indicated that the environment lacked dimensions of ambience, it was not perceived as quiet and peaceful, and it did not support positive distractions from unpleasant thoughts. On the other hand, the highest T A B L E 1 Characteristics of the sample (n = 152) In many developing countries, the level of health literacy is very poor and this will adversely affect health outcomes. Thus, there should be further initiatives that aim to improve patient knowledge and selfmanagement skills; in particular for those patients with chronic diseases (Majeed, 2012) . Health care professionals should be provided with training and development opportunities that enhance their people skills and allow them to communicate with less well-educated patients. Patient involvement is vital in improving health outcomes for patients and Rawaf, Amati, McDonald, Majeed, and Dubois (2011) argued that patients' input is vital in reaching a consensus on patient-centred care indicators.
| LIMITATIONS
This study has several aspects that could be considered as study limitations. First, no sample size estimation was calculated before the study, which made uncertain the statistical power of the analysis. However, the sample exceeded the recommended sample size T A B L E 2 Performance of the PCQ-S on total and subscale score levels (n = 152) for psychometric testing of 10 subjects per item of the scale, indicating that the sampling power was satisfactory for the analyses conducted (Polit & Beck, 2012) . Secondly, the generalizability of the study may be limited given the selection of Saudi health care staff and the exclusion of non-Saudi staff, and further studies will contribute to reject or confirm the generalizability of these findings. T A B L E 3 Item performance and reliability estimates of the PCQ-S (n = 152) Thirdly, the anonymous nature of the study precluded the ability to perform test-retest reliability, as this requires the same participant to complete the questionnaire twice; to this aspect, confidentiality was upheld in favour of test-retest data. Finally, the instrument was tested only in Saudi Arabia, and further research is needed to test the validity and reliability of the translated tool in other Arabspeaking countries.
| IMPLICATIONS FOR NURSING MANAGEMENT
Perceived caring and person-centred care were significantly associated with nursing care quality as measured by patient ratings (Edvardsson, Watt, & Pearce, 2017) . Barry and Edgman-Levitan (2012) argued that patients can be supported to understand the importance of their values and preferences in making the decisions that are best for them through shared decision making, something that should be co-ordinated by clinicians and nurses. Moreover, patients need to receive emotional support and be given the opportunity to ask questions without being criticised for doing so by their clinicians or nurses.
The PCQ tool can be used for comparing levels of person-centredness between wards, units, public and private hospitals from Arab nursing staff perspectives in the Arab world and internationally. This can also be used to measure the extent of person-centredness in health care settings in Arab countries and beyond, and by this contribute to further aggregation of knowledge.
| CONCLUSIONS
Person-centred care is a pillar of health care quality and safety. This study revealed that the psychometric evaluation of the Arabic version of PCQ-S provides support for the reliability of the PCQ-S tool in measuring and evaluating the extent to which staff believe or perceive that the climate of a health care setting is person-centred. We also concluded that the questionnaire can be used as a tool to measure the extent of person-centredness in health care settings in Arab countries.
Further research is needed to understand the constructs of personcentred care in this setting.
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